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Background

* Routine viral load monitoring 1s critical in measuring treatment etficacy and achieving the UNAIDS 90-90-90 goals
* There are an estimated 190,000 HIV-intected children in Kenya with 53% on ART
* Routine viral load monitoring was rolled out in Kenya in 2013

* We investigated potential risk factors associated with tailure to reach virologic suppression in a pediatric patient population in
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Methods

* Nested case-control study
* Cohort of HIV-infected children < 15 years old on ART who underwent routine VL testing June 2014—May 2015

* Random sample of 299 children: 1 case (VL. =1000 cp/ml) per 2 controls (VL. <1000 cp/ml)
* 5 Family AIDS Care and Education Services (FACES)-supported government clinics in western Kenya

* Retrospective review of clinical records

* Logistic regression analysis was used to analyze data

Results

* 63% (748/1190) of all children undergoing routine VL testing were virologically suppressed
* Majority (72%) ot children in the study were between 3 and 10 years old at time of VL testing
* WHO stage, CD4 and time since ART initiation were not associated with failure to suppress

VL =1000 | VL <1000
cp/ml cp/ml

(case) (control)

n (0/0) 0) ¥ n (0/0) (0) §
aOR (95%

OR (95% CI

Measure

Gender 0.003

Female 33(24.1) 104(75.9) Ret Ret
Male 65(40.1) 97(59.9) 2.1(1.3-3.5) 0.004 2.1 (1.2-3.6) 0.007
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* In multivariable analysis, unsuppressed children were more likely to be male (adjusted Odds Ratio (aOR)=2.1, 95%
Confidence Interval (CI): 1.2-3.6) and have had =1 regimen changes (aOR=2.0, 95% CI: 1.0-3.7)

* Children with a history ot tuberculosis (IB) were more likely to suppress than those without TB (aOR=0.4, 95% CI: 0.2-0.9)

Conclusion

* Approximately 1 1n 3 children undergoing routine VL testing failed to suppress.
* Traditional risk factors for pediatric treatment failure such as CD4 and clinical stage were not shown to have a significant
ettect on VL

* Children on second line show higher rates ot treatment tailure and may require separate focus

* Routine VL testing 1s critical to evaluate treatment efficacy and diagnose failure
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